An elderly male presented to our emergency room with acute abdomen. Clinical and imaging evaluations suggested small bowel obstruction due to primary jejunal enterolith with associated stricture. We performed surgical exploration when initial nonoperative therapeutic management failed to resolve the symptoms. Primary jejunal enterolith obstruction is a rare disease presentation reported in literature.
A 70-year-old Indian gentleman presented to our emergency room with a 3-day history of worsening colicky, central abdominal pain and constipation. His past medical history of note was laparoscopic cholecystectomy for gall stone disease 25 years ago. Clinical evaluation suspected small bowel obstruction. Abdominal imaging study with X-ray and contrast-enhanced computed tomography (CECT) (Fig. 1a, b , c) showed a radioopaque shadow of 3.1 cm × 2.7 cm size having central lucency with associated stricture in distal jejunum confirming enterolith obstruction. Routine blood and laboratory reports were unremarkable. Nonoperative therapeutic management was initiated, failure of which led to surgical exploration where narrowed inflamed distal jejunal segment, with proximal dilatation and adjacent mesenteric thickening and adhesion, with enlarged lymph nodes, was noted. Evacuation of enterolith with an enterotomy, segmental resection of pathological 10 cm of distal jejunum and end-to-end anastomosis led to complete postoperative recovery uneventfully. Histopathological examination of resected segment showed a stricture with chronic nonspecific inflammation. (Fig. 2a, b) and an analysis by FTIR (Fourier transform infrared spectroscopy) method reported enterolith composed of calcium oxalate monohydrate 60%, calcium oxalate dihydrate 30% and corbonate apatite 10% consistent with a true primary enterolith.
Small bowel enterolith is rare and usually secondary to a gall stone. Primary enterolith is a very rare entity and is usually associated with postinflammatory adhesions, stricture and diverticulum that lead to stasis, promoting crystallisation of bowel contents in altered luminal pH [1] . Enterolith can present as bowel obstruction, haemorrhage and perforation though most are cleared asymptomatically. Imaging study is essential for preoperative detection with only one third enteroliths radio-opaque but CT abdomen can detect radiolucent stone as well as their underlying bowel pathology [2] . Management is similar to that of small bowel obstruction, with surgical exploration indicated in cases of large enterolith with associated pathology if nonoperative therapeutic management fails [3] . 
